cents, compared with 6.7% of adults and 1.3% of older women. The relationship between gestational diabetes and the three age groups was highly significant (p ϭ 0.000). Adolescents were more likely to receive prenatal care after the first trimester (9.2%) than adult women (0.4%) and older women (1.7%). The mean birth weight for all age groups was 3300 gm, and there was no significant difference among the three groups. Ninety-four percent of the 5-minute Apgar scores for newborns of adolescent mothers were Ն8. Over 7% of adolescents developed an intrapartum temperature elevation compared with 4.2% of adults and only 1.3% of older women ( p ϭ 0.03). Sepsis work-up was the most common cause for NICU admission for infants of adolescents (15.1%), but accounted for only 6.5% of infants of adults and Ͻ4% of infants of older women. Group B streptococcus was not significantly related among the three age groups. Both maternal and infant length of stay were longer for adolescent mothers ( p ϭ 0.000). Seventy-four percent of the adolescent mothers whose baby stayed in the hospital Ͼ3 days had received one-on-one prenatal education during the course of the pregnancy. Infants of adolescent mothers were also more likely to spend time in a NICU (32.3%) than newborns from adult mothers (21%) and infants from women Ն35 years of age (20%). However, only 25% of the infants born to adolescents were treated for a significant problem during the NICU stay compared with 34.4% of the newborns admitted from adult mothers and 40% of the admissions from older women. Only 38.5% of adolescents chose to breast feed, as opposed to 69% of adults and 75% of older women ( p ϭ 0.000).
CONCLUSION: As expected, adolescent mothers were much more likely to be single and receive prenatal care later than nonadolescent mothers. For the most part, adolescents delivered healthy newborns and underwent less cesarean sections than other age groups. However, our data indicate that these "good outcomes" do not translate into cost savings, because newborns of adolescents were admitted to the NICU more often than newborns of other age groups, even though these babies were less likely to exhibit significant problems during the NICU stay. Areas that we plan to explore are treatment protocols for pregnancy-induced hypertension and intrapartum maternal fever, because both occurred more frequently in our adolescent population.
caring for women with PPD has been well documented, and screening for PPD is widely advocated. However, few studies have been carried out in non-Western cultures, and a limited number of depression screening instruments have been translated into Hmong. American Hmong women vary greatly in their acculturation to life in the United States, but the vast majority of women continue to follow traditionally prescribed postpartum activities believed to be protective against future health-related illnesses.
There is limited information about PPD in Hmong women, and even less is known about the validity of using depression screening instruments translated into Hmong for postpartum women. The purpose of this study was to determine the prevalence of PPD in Hmong women and to test the validity of two translated self-report depression screening instruments. METHODS: A convenience sample of 60 postpartum Hmong women receiving services from the Women's Infant and Children program was used (4 women refused to participate). A Hmong woman interpreter administered a sociodemographic questionnaire, the Hopkins Symptom Checklist-25 (HSCL-25) and the Edinburgh Postnatal Depression Scale (EPDS). A second Hmong woman blinded to the results of the screening instruments conducted a structured standardized interview designed to elicit information for classification of depression based on Research Diagnostic Criteria (RDC). The two Hmong women conducting the structured interviews were trained for this role by a clinical psychologist. Inter-rater reliability was assessed throughout the course of the study. A correlation analysis was conducted to determine the relationship between the HSCL-25, the EPDS, and RDC classification. Sensitivity and specificity were calculated.
RESULTS: Ages of the women ranged from 16 to 44 years; mean age was 28 Ϯ 5 years; mean and mode for number of children was 6; 57% had no formal education; 28% spoke no English; 44% were employed outside the home. Based on RDC, 26 (43%) women were classified as experiencing depression. There was a highly significant ( p ϭ 0.001), moderate correlation between RDC classification and both the HSCL-25 (r ϭ 0.6) and EPDS (r ϭ 0.5). Both instruments correctly identified all women who were classified as experiencing major depression, but the HSCL-25 performed better in discriminating between women with minor depression and women who were not depressed. Construction of a receiver operating curve suggested that the previously established cut-score of 1.75 for Hmong Americans was the best cut-score for this population. Using a cut-score of 1.75, the sensitivity and specificity of the HSCL-25 is within the confidence intervals of similar screening instruments used in Caucasian populations.
DISCUSSION:
The translated EPDS was not effective in identifying women with PPD and needs refinement in translation before further validation studies are done. The HSCL-25 is a better screening tool for American Hmong women. Even though all women with major depression (42%) were correctly identified, the false positive rate for the HSCL-25 is 26%. This limitation needs to be addressed when using the HSCL-25 in practice settings. In general, the incidence of PPD is considered to be from 10% to 15%. A total of 43% of Hmong women meeting criteria for depression represents a significant health issue. In this study, all Hmong women with depression were followed based on a designated protocol for referral to local resources. None of the women accepted referral to an outside agency, including available traditional Hmong resources. Reasons for refusal were thematically classified as related to stigma, husband's refusal to allow the woman to receive a service, cost, and distrust of Western medicine. Resources need to be developed that include Hmong women in their design, implementation, and evaluation phases.
Antibiotic Use in the Postpartum Patient
Yu-Ling Lai, RNC, MSN; Sarah Potash, MD; Marian Lake, RNC, MPH; John Smulian, MD, MPH University of Medicine and Dentistry of New Jersey-Robert Wood Johnson Medical School/Saint Peter's University Hospital, New Brunswick, NJ.
INTRODUCTION:
Antibiotic use has become an important issue in all areas of medical practice. The increasing variety of available antibiotics and the lack of strict criteria for usage has led to what some consider to be an overuse of antibiotics. Most studies examining antibiotic use in pregnancy have focused on antepartum and intrapartum therapy. Studies on postpartum antibiotics have mainly focused on antibiotic choice for the treatment of endometritis. Antibiotic use in a large tertiary perinatal health center was examined to describe (1) the characteristics of patients who received the antibiotics, (2) the frequency of antibiotics used on a postpartum floor, and (3) the type of antibiotics used.
METHODS: In this retrospective cohort study, patients who received antibiotics from October 1 to December 31 of 1997 were identified from pharmacy records. Patients who received no more than one dose of postpartum antibiotic following a cesarean section (C/S) as part of infection prophylaxis or one dose of postpartum antibiotic as part of a mitral valve prolapse protocol were excluded. Of the 533 possible candidates, 211 patients met entry criteria.
RESULTS: There were a total of 1537 deliveries during this period of time. Of these, 1130 had vaginal deliveries and 407 had C/S. Postpartum antibiotics were used in 13.7% (211 of 1537) of all deliveries. A total of 65% (137) delivered by C/S. A total of 35% (74) delivered vaginally, which included 58 spontaneous vaginal deliveries, 10 vacuum-assisted deliveries, and 6 forceps-assisted deliveries. Patients who delivered vaginally and then required postpartum antibiotics had a mean gestational age of 37.8 Ϯ 3.8 weeks, five vaginal exams (range: 1-13), and 7 hours (range: 0 -264) of rupture of membranes. Of note, nearly 30% of these patients had intrapartum fevers (temperature Ն100.4°F or 38.0°C ϫ 1). Only 54.1% of the patients having vaginal deliveries and receiving postpartum antibiotics had postpartum fever. Patients who had C/S and then required postpartum antibiotics had a mean gestational age of 37.0 Ϯ 4.5, three vaginal exams (range: 0 -12), and 5 hours (range: 0 -528) of rupture of membranes. Of patients who had C/S, 10.2% had intrapartum fever and required postpartum antibiotics, and 57.7% of these patients who received antibiotics had postpartum fever. The amount of antibiotics used in each group is found in the following table:
The most common single antibiotic was intravenous ampicillin (40.8%), followed by gentamycin (32.7%), cefotan (29.4%), and clindamycin (22.3%). When two antibiotics were used, ampicillin and gentamycin was the most frequent combination (33.6%), followed by gentamycin and clindamycin (9%). If three antibiotics were used (11.4%), the only combination used was ampicillin, gentamycin, and clindamycin. DISCUSSION: The data suggest that rates of postpartum antibiotic administration in this institution are within the expected range of reported postpartum infectious complications (3%-90%, Williams Obstetrics). The development of resistant bacteria is always a concern with antibiotic usage. In this institution, the sensitivity of Escherichia coli to ampicillin dropped from 69% to 62% in 1997 and 1998, respectively. Staphylococcus aureus sensitivity to clindamycin decreased from 65% to 59% and sensitivity of Streptococcus pneumoniae to penicillin decreased from 70% to 44% during the same period of time. The risk of anaphylaxis cannot be ignored (1 in 10,000 for penicillin [May 1996 MMWR] ). Medical staff taking care of these patients must remain vigilant to the development of resistant strains of bacteria and anaphylactic reactions. Fever is a primary indicator of infectious complications. In this institution, nearly half (43.6%) of patients who received antibiotics did not have this infection indicator. The influence of stress and major life events (MLEs) on birth outcomes has been investigated extensively for at least 30 years. Throughout this lengthy investigation, the findings have been equivocal (Mamelle et al., 1998) . Although methodological concerns have prevented any conclusive confirmation about these relationships, there is some basis for the belief that maternal emotional distress may be associated with poor pregnancy outcomes (Chomitz et al., 1995; Dunkel-Schetter, 1998; Institute of Medicine, 1985) . This study uses data from 2378 mothers of live-born infants from the National Institute of Child Health and Human Development/Missouri Maternal and Infant Health Survey to examine the relationship between perceived stress, pregnancy attitudes, and MLEs as psychosocial risk factors for low birth weight.
METHODS:
The Missouri Maternal and Infant Health Survey included 779 very low birth weight (VLBW) infants and matched controls (779 moderately low birth weight (MLBW) infants) as well as 800 normal birth weight (NBW) infants. Independent variables were perceived stress, 30 MLEs, and six variables measuring pregnancy attitudes and intention. Unadjusted and adjusted odds ratios (ORs) were calculated for three birth weight comparison groups: VLBW versus NBW, MLBW versus NBW, and VLBW versus MLBW. Finally, stepwise logistic regressions were run for each birth weight comparison group with all of the independent variables that had remained statistically significant in the separate adjusted models and the control variables.
RESULTS:
The findings for the primary factors of interest in this study were mixed. Perceived stress was found to be associated with birth weight, but only in the VLBW versus NBW comparison group (OR: 1.58, 95% confidence interval (CI): 1.21, 2.07). Few of the MLEs were associated with birth weight, particularly when adjusted for stress and the control variables. Some factors leading to stress, including some MLEs and pregnancy attitudes, were also found to be independent risk factors for low birth weight. A stepwise logistic regression model found that in addition to perceived stress, a "major personal injury, accident, or illness" (OR: 1.74, 95% CI: 1.05, 2.90) and pregnancy denial (OR: 1.55, 95% CI: 1.11, 2.15) were associated with increased risk of VLBW. Feeling unhappy about being pregnant was associated with a slightly increased risk of MLBW (OR: 1.33, 95% CI: 1.00, 1.78).
DISCUSSION: This study suggests that perceived stress, some MLEs, and negative attitudes about one's pregnancy (including unhappiness and pregnancy denial) may be risk factors for VLBW. Intervention with pregnant women, including assessment of stress and pregnancy attitudes, have the potential to improve pregnancy outcomes. Additional prospective research with pregnant women on the origins and effects of stress, including the biological effects of stress, are needed to further our understanding of low birth weight mechanisms and thereby enhance preventive interventions.
Perinatal Case Management Preterm Prevention Program
Carol T. Moran, BSN, RNC BACKGROUND: The goal of the newly established position of the Registered Nurse Perinatal Case Manager at Mission St. Joseph's, a level III hospital, was to improve quality and decrease cost for obstetrical patients. During the first year of the role, the focus was on inpatient clinical paths and standing orders for delivery and newborns. Over time, it was determined that the focus needed to include a proac- tive approach to preventing preterm births. Based on published articles about preterm delivery and various obstetrical case management models, a proposal was made and accepted by the Women's Service Line that the Perinatal Case Managers create a preterm prevention pilot project with a private OB/GYN practice. This program has expanded into a community-wide preterm prevention program with the assistance of 15 community agencies working together. CONTENT/ACTION: Pregnant women were risk assessed at their first prenatal visit by office personnel at a local private OB/GYN office. A total of 58 women were determined to be high risk and were referred to the Perinatal Case Managers. The telephone intervention included assessment, education, referral to appropriate support agencies or health care provider, and emotional support. Education was based on nationally recognized sources, and mailings of state and other nationally recognized brochures were made.
LESSONS LEARNED: Of the 58 high-risk women who were referred into the program, 2 had spontaneous abortions at 10 weeks' gestation and 5 moved or changed physician practice; in addition, there were 4 clients for which delivery data were not found. Of the 47 others, 30% were not reached by telephone, 19% were contacted once, 26% were reached two to five times, and 26% were reached more than five times, with an average of 9.5 contacts per client. For the purpose of data analysis, the data were divided into two groups: those receiving contact two or more times and those receiving contact less than two times. The risk scores did not differ significantly between the two groups, with a risk score of 13.8 vs 15.1 ( p ϭ 0.32). The group that received telephone contact two or more times had a preterm delivery rate of 4.1%. The group that received telephone contact less than two times had a preterm delivery rate of 22.7% ( p ϭ 0.075). The group that received telephone contact two or more times had a low birth weight rate of 12.5%. The group that received telephone contact less than two times had a low birth weight rate of 31.8% ( p ϭ 0.109).
IMPLICATIONS FOR PRACTICE:
Preliminary results suggest that telephone intervention promotes better pregnancy outcomes with decreased prematurity rates and a decreased incidence of low birth weight. It is acknowledged that there may be increased social risk factors for the women we were unable to contact; however, the preterm delivery rate of 4.1% for the intervention group does warrant further investigation. Most of the education focused on the signs of preterm labor, with an emphasis on women being aware of changes in their body, smoking cessation support, and the importance of hydration. Much of the social support involved referring women to appropriate community resources and supporting them emotionally as they progressed through their pregnancies. Although it is difficult to measure, the underlying success of this program may be because phone contact helped the woman to feel valued, and in valuing herself more, she listened to her body and took better care of the baby. 
Experience in a Pediatric

BACKGROUND:
The new American Academy of Pediatrics 1999 statement on circumcision contained two key statements: (1) circumcision in the neonatal period is without valid medical indication, and (2) if a decision is made to perform circumcision, procedural anesthesia should be used. Despite this statement, many parents desire circumcision for their newborn because of cultural or religious reasons. Circumstances, such as infants who require admission to a level II or III nursery or infants discharged home over the weekend or a holiday, may prohibit the timely circumcision of newborn boys before they are discharged. Many parents of infants not circumcised during the newborn hospital stay delay circumcision beyond the newborn period, thus subjecting their baby to the risks of general anesthesia. At the Ben Taub General Hospital (Houston, TX), a tax-supported county hospital, we have established an outpatient circumcision clinic staffed by faculty pediatricians and operated by pediatric residents. Newborn infants up to the age of 1 month or of a weight Յ10 pounds are eligible for circumcision. The circumcision clinic is located within the newborn follow-up clinic, thus allowing for the first follow-up evaluation and the infant's circumcision to take place at the same visit. Often, the pediatric resident who cared for the infant in the hospital will also see the infant in follow-up, hence providing excellent continuity of care.
CONTENT: From September 1997 to the present, ϳ400 circumcisions have been performed by resident physicians. The most common complication was bleeding, which occurred in 4.6% of the cases. With the exception of two cases that required the placement of sutures (0.5%), all bleeding was minor and stopped with Avitene powder. Other complications included the interruption of one procedure secondary to the discovery of a very distal hypospadias at the time of dorsal incision of the prepuce; one infant sustained a small, superficial tear on the glans proximal to the meatus during separation of adhesions. The latter infant was seen in follow-up 2 days later and had no evidence of trauma to the glans. No serious complications occurred, such as injury to the penis necessitating surgical repair or severe bleeding requiring transfusion. Two mothers requested revision of their sons' circumcision because they believed not enough foreskin was removed. Circumcision was delayed, or not done at all, in infants with significant medical problems discovered at the time of their circumcision and/or nursery follow-up appointment. Examples include acute abdominal distension, heart murmurs, and one infant with features of Trisomy 21.
Local anesthesia was provided for all the infants. Initially, EMLA cream was used. More recently, a 1% lidocaine subcutaneous injection in the "ring block" technique has been used. Approximately one-third of the circumcisions were performed with EMLA; the remaining twothirds were done with subcutaneous lidocaine. The bleeding complication rate for the group that received EMLA anesthesia was 7%, compared with 3.1% for the group that received ring block anesthesia. We believe that this discrepancy may be due to improvement in technique over time by the pediatric faculty supervising the clinic, and not secondary to the type of anesthesia used. No anesthetic complications, such as large hematoma formation or the inadvertent injection of lidocaine with epinephrine, occurred. All parents are instructed in circumcision care by pediatric nurses, and must complete a question-
